Two regimens of postoperative fluid management are currently used following pyloromyotomy. Both early or delayed feeding have their advocates. The present study reviews 127 infants managed by the early feeding regimen. Although vomiting was common (79%) early discharge (75% within 72 h) was followed by no adverse effects. Weight gain at 7 days was unaffected by postoperative vomiting.
Introduction
Pyloric stenosis is a common cause of vomiting in infancy that is best treated by pyloromyotomy'. However, the perioperative management is controversial. In particular, recommendations regarding the time of resumption of feeding range widely. Leahy and Fitzgerald conducted a comparative study of early against delayed feeding, and showed that the delayed feeding regimen decreased the incidence and severity of postoperative vomiting". Nevertheless, postoperative vomiting is comrnor, and previous studies have shown no ill-effects from the introduction of early feeding". In view of this controversy and in the light of recent publications again suggesting a delayed feeding regrmerr':", we have examined the results of pyloromyotomy in a District General Hospital in which an early feeding regimen has been practised.
Patients and methods
One hundred and twenty-nine infants were diagnosed as having infantile hypertrophic pyloric stenosis over the period June 1976 to June 1986. One hundred and twenty-seven infants underwent pyloromyotomy. Two were managed by medical therapy; both infants were over 4 months old with intermittent symptoms, a long history and satisfactory weight gain.
All operations were performed under general anaesthesia. Providing there had been no mucosal breach at operation, oral fluids with glucose/saline were administered at between 3 and 6 hours, followed by full strength feeds thereafter:'. All parents were warned that vomiting may persist for a short time after operation.
The postoperative morbidity was assessed by retrospective study of the records. Wound infection was defined as any wound producing pus postoperatively. The incidence of postoperative vomiting, length of hospital stay postoperatively, and the percentage weight gain at 7 days were recorded.
Results
A diagnosis of pyloric stenosis was made on clinical grounds in 113 (88%) patients, barium studies were required in the remainder (12%). A variety of incisions were used including midline (10%), transverse (43%), right paramedian (40%) and Mayo-Robson (6%).
The mean age at presentation was 5.2 weeks (range 1-16), the mean length of symptoms was 13.4 days.
The overall incidence of postoperative wound infection was 19% (24 patients), Staphylococcus aureus occurring in 58% of these wounds. There was, however, no correlation between the incidence of wound infection and preoperative weight, the type of incision, or the incidence of postoperative vomiting.
Postoperative vomiting occurred in 100 children (79%). Each infant vomited a mean 2.7 times, and the average period of vomiting was 1.9 days (range 0-9 days).
As early feeding and early discharge were favoured in this study, over three-quarters (78%) were discharged by the third postoperative day; indeed, half the children were discharged within 48 h of operation. All patients were reviewed on the seventh postoperative day. At this visit the wound was examined and the weight of the infant recorded. Information on weight was available in 69 patients. The percentage weight gain of those who vomited was 6.06% (n=56), compared to 6.87% (n= 13) of those who did not vomit. This difference was not statistically significant.
There was one death which followed an unrecognized mucosal breach in a malnourished infant with obstructive airways disease.
Discussion
There is no doubt that pyloromyotomy remains the treatment of choice for pyloric stenosis. Postoperative complications are minor but common. In a previous study from a District General Hospital, wound infection rate of 11% was reported", Most infections are caused by Staphylococcus aureus.
The controversy over early or delayed feeding stems from studies on gastric motility which have showed that peristalsis is decreased for 12-18 h after pyloromyotomy 7 • More recently, Golladay et al. reported that any emesis caused a significant delay in the completion of their feeding regimen". In this study a single vomit led to a return to the previous volume, and two vomits led to a cessation of feeding for 6 h. However, almost half their cases had at least one vomit.
That some infants will vomit postoperatively seems inevitable. Does it matter? In our study we found no significant difference in percentage weight gain at 7 days postoperatively, between those infants who vomited and those who did not. We could find no correlation between wound sepsis, and postoperative vomiting or type of incision used. Overall, 79% ofour children vomited; this is in keeping with a previous large study of early feeding that showed that 86% vomited; but that wound infection was only 0.7% and the average postoperative stay was just over 2 days".
A graded increase in oral fluids is a common method of postoperative fluid management. If, however, length of stay or wound sepsis is not affected by postoperative vomiting as demonstrated by this and previous studies then perhaps there is little value in the 'pyloric regimen' so frequently employed. We would emphasize that it is important to explain to parents who take their children home at 48 h or earlier, using our early feeding regimen, that vomiting is commonplace and to be expected. Our mean postoperative stay was 3.2 days compared to 4.6 days (early feeding) or 4.3 days (delayed feeding) reported by Leahy and Fitzgerald-. Therefore, there seems little benefit in delaying feeding particularly in these days of financial restraint. Early feeding and early discharge can be achieved without increase in postoperative complications.
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